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ORIGINAL ARTICLE

Cardiovascular Effects of Intensive Lifestyle
Intervention in Type 2 Diabetes

Main effect, -4 (95% CI, -5 to -3)
P<0.001

w
o
~
=
o -
o

B Physical Fitness

:
604 1"
E :
-3
: |
x 5.5+ "
g
3

The Look AHEAD Research Group*

Main effect, 0.6 (95% C1,0.5 to 0.5)
P<0.001
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Figure 2. Cumulative Hazard Curves for the Primary Composite End Point.
Shown are Kaplan—Meier estimates of the cumulative proportion of pa-
tients with a primary event. The primary outcome was a composite of
death from cardiovascular causes, nonfatal myocardial infarction, nonfatal
stroke, or hospitalization for angina. The numbers below the graph are the
numbers of patients at risk in each study group at years 2, 4, 6, and 8 and
at 10.4 years, when the last observed event occurred. The inset shows the

same data on an expanded y axis.
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Prevention of Diabetes With Mediterranean Diets: A

Subgroup Analysis of a Randomized Trial
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N=3451 personas (55-80 afos)

Intervencion:

Dieta Mediterranea + EVOO
Dieta Mediterranea + Nueces
Dieta baja en grasas

Seguimiento 4.1 afos

Desenlaces:
Factor RRR

Dieta Mediterranea + EVOO 40%
Dieta Mediterranea + Nueces 18%
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ORIGINAL ARTICLE

Saxagliptin and Cardiovascular Outcomes
in Patients with Type 2 Diabetes Mellitus

N= 16.492 Ptes alto riesgo CV

Saxagliptin* vs. placebo (DC, no inferioridad)
Duracion del estudio: 2.1 afios

Desenlaces: Muerte CV, IAM, ACVA

A Primary End Point

Hazard ratio, 1.00 (95% CI, 0.89-1.12)
P<0.001 for noninferiority
| P=0.99 for superiority
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No. at Risk
Placebo 8212 7983 7761 7267 4855 851
Saxagliptin 8280 8071 7836 7313 4920 847

*Saxagliptin vs placebo Ingreso por ICC : 3.5% vs 2.8%
P=0.007

N Engl J Med 2013;369:1317-26.

’ ORIGINAL ARTICLE

Alogliptin after Acute Coronary Syndrome
in Patients with Type 2 Diabetes

N=5380 Ptes con SCA o IAM

Alogliptina vs. placebo (DC, no inferioridad)
Duracion del estudio: 40 meses
Desenlaces: Muerte CV, IAM, ACVA
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No. at Risk
Placebo 2679 2299 1891 1375 805 286
Alogliptin 2701 2316 1899 1394 821 296

N Engl J Med 2013;369:1327-35
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Bariatric Surgery versus Intensive Medical
Therapy for Diabetes — 3-Year Outcomes
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A Population with Diabetes

Events per 10,000 Adult Population
with Diagnosed Diabetes
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ORIGINAL ARTICLE

Changes in Diabetes-Related Complications
in the United States, 1990-2010

Edward W. Gregg, Ph.D., Yanfeng Li, M.D., Jing Wang, M.D.,
Nilka Rios Burrows, M.P.H., Mohammed K. Ali, M.B., Ch.B., Deborah Rolka, M.S.,
Desmond E. Williams, M.D., Ph.D., and Linda Geiss, M.A.

IAM -67.8%
Muerte por hiperglucemia -64.4%
ACVA -52.7%
Amputaciones -51.4%
|. Renal terminal -28.3%
Razones:

Avances en cuidados pacientes agudos
Mejoras en el sistema sanitario (estudio DCCT)
Promocion de la salud

N Engl J Med. April 17, 2014:370;16
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Table 2. Risk of Incident Dementia Associated with

Average Glucose Level over the Preceding 5 Years among
Participants without Diabetes and Those with Diabetes.*

In diabetes practice, several developments were note-
worthy. Lifestyle modifications resulted in weight reduc-
tion, decreased insulin requirement, and better glycemic
control but failed to reduce cardiovascular events. In an-
other study, higher glucose levels were associated with an
increased risk for dementia. Two trials showed that bariac-
ric surgery is useful in both obesity and diabetes— hence
the term metabolic surgery—with dramatic weighe loss and
improved glycemic control. However, improved quality
of life has not been well-documented, and costs and po-
tential risks of surgical complications can be considerable.

Hazard Ratio
for D §
Average Glucose Level (95% CI)
95 mg/dl 0.86 (0.77-0.97)
100 mg/dl 1.00
105 mg/dl 1.10(1.03-1.17)
110 mg/dl 1.15 (1.05-1.27)
115 mg/dl 1.18 (1.04-1.33)
P value 0.01
Participants with diabetes
150 mg/dl 1.10 (0.92-1.30)
160 mg/dl 1.00
170 mg/dl 1.01 (0.92-1.12)
180 mg/dl 1.15 (0.98-1.34)
190 mg/dl 1.40 (1.12-1.76)
P value 0.002

A Participants without Diabetes (N=1835)
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Follow-up: 6.8 years
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B Participants with Diabetes  (N=232)
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